Objective Mandibulectomy with disarticulation is usually carried out without reconstruction in Low-Income-Countries. Lower standards of living are usually acceptable and adapted to, in poor societies. This study compares patient's self-assessment of social approval among reconstructed and non-reconstructed cases of mandibulectomy with disarticulation in a resource-poor African setting. Material and Method This questionnaire-based study documented patient's self-assessment of social approval of themselves following mandibulectomy with disarticulation. 12 derived queries were administered on each patient, to test what they perceived of social acceptability of their facial features following mandibulectomy.
Introduction
Mandibulectomy with disarticulation is usually carried out without reconstruction in Low-Income-Countries because most patients cannot afford the cost of osteosynthesis materials for rigid fixation [1] . Mandibular reconstruction restores facial aesthetics, which resection imperils as it introduces asymmetry. At stake is symmetry of the lips, which have been suggested to be the most critical anatomical region of the face on which judgment of attractiveness is based [2] . Symmetry is a cardinal characteristic of attractive faces [3] . Aesthetics and the coordinated movement of other structures in the lower third of the face are dependent on the presence of both mandibles which form the movable and inferior portion of the temporomandibular joint. This function enables mastication and speech, which may be imperiled when surgery involves the joint. This can have social consequences: being social is essential to being human, and socialization is possible only when an individual has no self-inhibitions, and is also acceptable to society.
As societal attitudes shape acceptability of the outcome of clinical events [4] , it is worthy to investigate results of interpersonal relationships of patients who have undergone jaw resection in the third-world. Lower standards of living are usually acceptable and adapted to in poor societies [5] . This study compares patient's self-assessment of social-approval among reconstructed and nonreconstructed cases of mandibulectomy with condylar disarticulation in a resource-poor African setting (Figs. 1, 2, 3, 4, 5, 6 and 7).
Methods and Patients
This questionnaire-based study was carried out at the Maxillofacial surgery unit following approval from Institutional Review Board (Ethics) Subcommittee of National Hospital Abuja Nigeria, in accordance with the ethical standards set forth in the 1964 Declaration of Helsinki and its later amendments. It documented patient's self-assessment of social-approval of themselves following mandibulectomy with disarticulation.
Inclusion criteria were:
1 Patients who underwent reconstruction were classified as group A, while those who did not (non-reconstructed) were classified as group B.
The questionnaire bore 12 queries which required answers were either ''yes'' or ''no''.
Comparison of the data obtained for both groups of lesion was done.
Data Analysis: Data was summarized using numbers and values of simple proportions.
Results
A total of 20 patients equally distributed to groups A and B participated in this study. 11 males with ages ranging from 25 to 43 and 9 females with ages ranging from 29 to 41 were included. All 20 had undergone surgery due to ameloblastoma. Table 1 shows the response of the patients.
Discussion
The results of this study indicate that the two categories of patient have starkly different social experiences following their contact with specialist surgeons, to solve essentially the same problem. The unreconstructed patients are shown to have a generally unpleasant post-surgical existence. All patients whose jaws were not reconstructed claimed to experience negative reactions from individuals in their communities, directly related to their misshapen face; those who underwent reconstruction had no such experience. This was the reason why Heffelfinger et al. [6] insisted that reconstructive surgeons must strive to attain lofty aesthetic goals for patients undergoing mandibulectomy. Life has been described as beautiful. But when the human, which represents it in its highest form, bears a face that is adjudged to be unattractive or devoid of beauty, an incongruous situation must be at play. The face is crucial for human identity; and it is generally desirable for humans to possess an attractive face or identity. Beauty or attractiveness, though a complex concept, is universally agreed to be a harmony of form and proportions [7] . This harmony which is disrupted by mandibulectomy, is restored by reconstruction. This underscores the importance of reconstruction. Beauty has always played a key role in human affairs. Contests were held regularly in Ancient Greece for both male and female. Beauty was greatly admired and individuals demonstrated very keen desire to win these contests [7] . This has hardly ever changed. It must therefore be an isolating and torturous experience for one to be trapped behind a face universally agreed to lack beauty. Torture is not beautiful. It is anti-human; as it is a basic human right to live a life free of torture [8] .
All 10 patients who underwent mandibular reconstruction reported that they felt confident engaging in all forms of social activity, while all 10 who were not reconstructed, had reservations probably due to feelings of reduced self-worth or to avoid causing embarrassment to others. Urken [9] agrees with this finding, describing it as a historical phenomenon, probably because he did not have the African situation in mind. The goal of reconstructive surgeons is to return patients to their previous state of function [10, 11] . 60% of reconstructed patients claimed to have experienced members of their community complimenting the beauty of their faces, while none of the unreconstructed experienced such. 7 (70%) patients who did not undergo reconstruction considered their facial features unacceptable to members of their society. None of those who underwent reconstruction felt the same way. This was the reason why Rana et al. [10] stated that an aesthetic outcome is a minimum requirement of reconstruction, even if it is a challenge. This challenge appears to have been beaten, despite the odds, in all reconstructed cases in this study.
Life and beauty may be threatened by the presence of a tumour involving the mandible; the former may be saved by resection of the tumourous bone; but mandibulectomy produces another problem-loss of harmony of form and proportions-with very serious psychological and social consequences. There is incontrovertible evidence that persons with facial deformity suffer severe social and economic discrimination. They are negatively stereotyped and receive disproportionately lower interpersonal outcomes. It is easy to see that they are disadvantaged with regard to economics and barriers to advances in society [12] .
Without reconstruction, the same life, saved by mandibulectomy, may be perceived as not worth living, having lost aesthetic value. These consequences of nonreconstruction of a resected jaw need to be prevented.
50% of patients with unreconstructed jaws reported speech defects, while none reported same among their reconstructed counterparts. This indicates that reconstruction plays a role in speech restoration among mandibulectomy patients. This corroborates the assertion by Shirani et al. [11] that speech articulation is a function for which mandibular reconstruction is required.
It is remarkable that the three parameters measured which produced 100% values among both groups of patients can make for a test of paranoia. It is unfortunate to find that the unreconstructed patient appears to suffer so much paranoid ideation when modified scales of Fenigstein and Vanable [13] and Gilbert and Allan [14] are applied to their response. The reconstruction of a resected jaw therefore can prevent a psychological deficit, as body image and self-esteem are not negatively affected. The result in this study shows that the benefitting patients enjoyed the freedom to associate without feeling inferior, having had their beauty restored and jaw function maintained including speech and feeding. They can be said to have been enabled to interact confidently, being unencumbered by a physically balanced body. Reconstruction therefore restores a patient's humanity, setting them free to contribute to their community. But patients in Low-Income-Countries regularly fail to have their resected jaws reconstructed because of poverty [1] . This afflicts the majority of humanity in the 21st century who inhabit LowIncome-Countries. They often would have hidden their faces due to unsightly tumourous swellings prior to surgery, but may post-surgically also remain home-bound, feeling socially awkward due to the tissue deficiency caused by jaw resection. This raises questions on the value of the life-saving tumour-ablating exercise, since the life thus saved may not be enjoyed without reconstruction.
Such patients may have their activities restricted to night time as reported in Ghana, where persons with facial deformities have been found to populate a market where they trade only under the cover of darkness. They are often treated as outcasts [15] . The unrestored patient, along with his jaw, would have been excised from contributing to his community, and will only be a burden to it thereafter. This should not be the fate of persons who have had contact with specialist surgeons, for mandibulectomy. There is a wrong general impression that plastic surgical intervention is not cost effective [16] : But a cost cannot be put to life; and beauty promotes it. Surgeons therefore have a duty to restore beauty as it promotes the lives we undertake to preserve. As shown in this study, the culture in the thirdworld appears not supportive of jaw-resected patients who have not undergone reconstruction, in spite of being victims of the all-pervading poverty. Reconstruction has a positive socio-economic impact, even as it helps the world become more beautiful. The restored patient is enabled to fully participate in building their part of the world and helping to break a vicious cycle of poverty prevalent in these parts of the world. Leaving their jaws unreconstructed reduces their chances of economic empowerment. The disabling effects of non-reconstruction of a resected mandible is evident in Table 1 which shows that eating, work, recreation and social interaction, among others, are negatively affected. Authors agree that mealtime accounts for much of our social interaction, therefore hindrances to participation such as speech and deglutition impairment increases the patient's isolation [9] . The Black race is believed to have a higher frequency of ameloblastoma which most commonly affects the posterior aspect of the mandible [17] , often necessitating mandible resection with condylar disarticulation. This belief appears to be reflected, as all the patients eligible for participation in this study suffered from the same tumour. Application of appropriate technology using autogenous bone graft, which is usually in abundant supply, has helped rescue many faces.
In conclusion, the low social-approval perceived by patients who have undergone mandibulectomy with disarticulation without reconstruction necessitates that surgeons must strive to reconstruct this anatomical region even under circumstances of severe resource-constraint as experienced in third-world countries. This can serve as our contribution to the uplift of the less fortunate majority of mankind. Surgeons must also, in spite of work pressure, take time to counsel patients before ablative procedures, so as to prepare them to tolerate and endure nuances of ignorant society. Mass education of the public, possibly using mass media, is necessary to inculcate respect and love for all human life-forms. The authors advocate that Governments in Low and Middle Income Countries pay closer attention to encouraging the provision of adequate plastic surgical procedures employing appropriate technology, as this can help in nation-building. Increased output will ultimately lead to higher demand for conventional treatment.
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